A 65-year-old man presented with a 3-day history of dyspnoea and palpitations. On admission, he was hypotensive (92/60 mmHg) and had tachycardia (113 b.p.m.). The electrocardiogram showed mild ST-segment elevation in leads V1-V4. Blood analysis revealed mildly elevated troponin T. Transthoracic echocardiogram revealed ventricular septal dissection and rupture, with a maximum diameter of the left and right ventricular orifice of 2.1 cm and 0.8 cm, respectively (Panels A-C). Colour Doppler flow imaging showed a bidirectional shunt between the left and right ventricles (Panels D and E). The left ventricle showed no wall motion abnormality except for the dissected septum with an ejection fraction of about 70%. The coronary angiogram showed a total occlusion of the first septal branch (Panel F), which was treated successfully by balloon angioplasty (Panel G), as well as showing an intermediate lesions on the mid and distal left anterior descending artery. After admission, the patients' condition worsened and the dissection expanded, septal rupture enlarged on repeat echocardiogram (Panels H and I, Supplementary material online, Videos S1-S3). He was stabilized and recompensated with the use of intravenous medicine and an intra-aortic balloon pump. He underwent percutaneous closure of the defect 2 months after admission with an 1618-mm HeartR TM patent ductus arteriosus occluder (LifeTech Scientific Corporation, Shenzhen, China), with small residual shunt (Panels J-L) and no sign of dissection on transthoracic echocardiogram. At 6 months of follow-up, the case remained symptom free.
Ventricular septal dissection and rupture are the rare complications of acute myocardial infarction, almost always associated with major coronary artery lesions. To our knowledge, this is the first report of ventricular septal dissection and rupture caused by septal branch occlusion, which was corrected by using a percutaneous approach.
Supplementary material is available at European Heart Journal online. 
